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Abstract 
 
The Relationships between Abuse History, Substance Abuse, Mental Health and Recidivism in 
Female Offenders 
Jacey R. Erickson 
Kirk Heilbrun, Ph.D. 
 
There has been a substantial increase in the number of crimes committed by females over the 
past 30 years, which has resulted in significant growth in the population of incarcerated females 
and the number of females re-entering society after incarceration.  Despite the ongoing debate 
among researchers regarding what unique risk factors, if any, are significantly correlated with 
recidivism in females, it is relatively undisputed that female offenders do have much higher rates 
of abuse/victimization, mental health, and substance abuse issues than their male counterparts.  
How victimization history, mental health problems and substance abuse variables interact in 
females, and how they may relate to recidivism and criminal behavior in females is less clear. 
The current study supported the gender-specific findings that female offenders have high rates of 
substance abuse and victimization and that an increase in number of types of victimization is 
correlated with an increase in substance abuse severity. The present study also found that 
victimization and mental health functioning are positively correlated in female offenders, but did 
not find an increased rate of Depression and Anxiety symptoms in the sample. Consistent with 
previous research on female offenders, the rate of Borderline Personality Disorder symptoms 
was high. Last, the combination of mental health, substance abuse and victimization variables 
significantly predicted recidivism in the two-years immediately upon release into the community. 
The Borderline variable, which is truly a gender specific variable (affecting nearly three times as 
many women than men), showed promise in its relationship to recidivism, indicating an area for 
future research.
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CHAPTER 1: INTRODUCTION 
1.1 Female Offender Overview 
There has been a substantial increase in the number of crimes committed by 
females over the past 30 years, which has resulted in significant growth in the population 
of incarcerated females and the number of females re-entering society after incarceration. 
The number of females imprisoned in federal and state correctional facilities increased 
500% from 1980 to 1999 (General Accounting Office, 1999), the number of females 
serving sentences longer than a year increased 757% from 1977 to 2004 (Frost, Greene & 
Pranis, 2006), and the number of females entering state prison for a violent offense 
increased 83% from 1991-2011 (Carson & Golinelli, 2013).  The population of 
incarcerated female offenders is growing at a faster rate than that of male offenders (West 
& Sabol, 2008; Frost et al., 2006; Sabol, West, & Cooper, 2009;), as is the population of 
female offenders on probation and parole (Maruschak & Parks, 2012).  In 2014, the 
number of female prisoners nationwide was at the highest it had been since 2009 and 
there was a 2% increase from 2013 in females sentenced to more than one year in state or 
federal prison (Carson, 2015). 
 Despite the drastic increase in female offenders, females still only constitute a 
small percentage of all arrests in the United States and abroad. Only 7% of all prisoners 
in the United States in 2007 (Sabol, West, & Cooper, 2009), 2011 (Maruschak & Parks, 
2012) and 2014 (Carson, 2015) were females. Around the world, females still commit 
less crimes than males (Ellis, 1998) so until recently, much of the research on the risk 
factors for criminal offending has focused primarily on male offenders (Hall et al., 2013).  
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Although scholars have begun to focus more attention on female offenders (Heilbrun et. 
al, 2008a), females are often included in research as an “afterthought” as part of a much 
larger study on male offenders, or are included in studies where the results are not 
separated by gender (Blanchette & Brown, 2006). 
 Traditionally, female offenders have been treated comparably to male offenders. 
Over the years, however, a growing number of researchers have begun to identify and 
bring attention to the differences between male and female offenders. Crime statistics 
consistently show differences in the types of crimes committed by male and female 
offenders. Females are more likely to be arrested for minor property crimes, substance 
abuse related crimes and simple assaults, while males are more likely to be involved in 
“more serious person or property crimes” (Schwartz & Steffensmeier, 2007).  A recent 
study of inmates in US state prisons in 2014 found that male offenders were more likely 
to be serving a sentence for violent offenses than females, while females were more 
likely to be serving time for drug or property crimes than male prisoners (Carson, 2015). 
Furthermore, females are less likely to commit crimes as part of a group than males 
(Schwartz, Conover-Williams, & Clemons, 2015).   
Over the past thirty years, two different theories of female offending have 
emerged: a gender-specific theory and the gender-neutral theory. Gender-specific 
theorists assert that female offenders have different “pathways” to crime and their risk 
factors for crime differ quantitatively and qualitatively from male offenders’ risk factors 
(Bloom, Owen & Covington, 2003; DeHart, 2008; Salisbury & Van Voorhis, 2009).  
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They highlight the increased needs of female offenders in the following areas: substance 
abuse, mental health, victimization, employment, education, financial, and health 
(Covington 2007; Van Voorhis et al., 2010).  As such, they believe that female offenders 
should be treated in a “gender-responsive” manner, which considers their unique risk 
factors in all aspects of the incarceration process, including assessment, classification, 
and treatment (Hall et al., 2013; Wright et al., 2012).  
Gender neutral theorists posit that theories of male offending, as well the “central 
8” risk/needs factors and the measures developed primarily with male offenders, are as 
relevant to and predictive of criminality in females as they are in males.  The research 
conducted to date generally tends to support the gender-neutral theory, although there 
have been more studies on the gender neutral variables and recidivism than the gender-
specific variables. Several studies, including a meta-analysis of 25 studies including over 
14,000 females (Smith, Cullen & Latessa, 2009), have demonstrated that traditional risk 
assessment instruments (LSI-R and LS/CMI), based on male offenders’ risk factors 
(“central 8 risk/need factors”), predict recidivism in females nearly as well as in male 
offenders (Coulson et al., 1996; Flores, Lowenkamp, Smith, & Latessa, 2006; Holsinger 
et al., 2006; Lowenkamp, Holsinger, & Latessa, 2001; Manchak, Skeem & Douglas, 
2008; Ostermann & Herrschaft, 2013; Rettinger & Andrews, 2010;  Vose, Lowenkamp, 
Smith, & Cullen, 2009).  In fact, at least two studies have found a stronger correlation 
between LSI-R score and reincarceration for females than for males (Flores, et. al, 2006; 
Lowenkamp, et al., 2001) and another study found that the LS/CMI Substance Abuse 
domain was better at predicting recidivism in females than in males (Andrews et al., 
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2012). However, another study recently conducted on the same dataset used in the 
proposed research found that only the Criminal History, Financial and Alcohol/Drug 
subscores were significantly correlated with re-arrest in females (Erickson, 2014).  
While there is an abundance of research documenting the descriptive differences 
between male and female offenders (e.g., Blanchette & Brown, 2006; Heilbrun et al., 
2008a; Wright et al., 2012), there have been far fewer studies exploring any potential 
relationships between “gender specific” variables and criminality or recidivism in 
females. The few studies on the relationships between certain gender-specific variables 
and recidivism/community outcome have found a few significant relationships between 
victimization variables and relationship variables and community outcome (Salisbury, 
VanVoorhis, & Spiropoulos, 2009).  The most recent study found support for both the 
gender-neutral and gender-specific variables in predicting recidivism (Scott et al., 2014). 
 Despite the ongoing debate among researchers regarding what unique risk factors, 
if any, are significantly correlated recidivism in females, it seems clear that female 
offenders have much higher rates of abuse/victimization (Bloom et. al, 2003 Covington, 
1998; Lowenkamp, Holsinger, & Latessa, 2001; McClellan, Farabee, & Crouch, 1997; 
Rettinger & Andrews, 2010), mental health problems (Ditton, 1999; James & Glaze, 
2006; Sacks et al., 2004) and substance abuse problems (James & Glaze, 2006) than their 
male counterparts. How victimization history, mental health problems and substance 
abuse interact in females--and how they may relate to recidivism and criminal behavior in 
females--is less clear. The current study will investigate the relationships among 
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victimization history, mental health problems and substance abuse in females and their 
relationship, if any, with recidivism in female offenders. 
1.2 Abuse History/Victimization 
Female offenders often have significant histories of abuse and victimization, 
especially sexual victimization, relative to males (Covington, 1998; Lowenkamp, 
Holsinger, & Latessa, 2001; McClellan, Farabee, & Crouch, 1997; Rettinger & Andrews, 
2010). Greenfeld and Snell (1999) found that almost 60% of women in state prisons had 
experienced physical or sexual abuse in the past, 1 in 3 had been abused by a spouse or 
intimate partner, and 1in 4 had been abused by a family member. A 2008 study found that 
70% of the incarcerated women sampled reported sexual victimization so severe in their 
past that it constituted rape or serious sexual assault (McDaniels-Wilson & Belknap, 
2008). Females’ risk of sexual victimization does not end when they enter jail or prison—
female offenders are still at high risk of being sexually victimized during periods of 
incarceration. A Bureau of Justice Statistics investigation on sexual abuse in state prisons 
found that the rate of inmate-on-inmate sexual victimization was three times higher for 
females (13.7%) than males (4.2%) (Beck & Johnson, 2012). 
Overall, the victimization rate of females (for all types of victimizations) is five 
times higher than the victimization rate of males (Catalano et al., 2009).  Female 
offenders also have a higher prevalence of lifetime trauma than females in the community 
(Jordan et. al, 1996).  Although male offenders commonly report a history of childhood 
abuse, female offenders have been found to have higher rates of child abuse than male 
offenders (Lowenkamp et al., 2001).  Furthermore, female drug dependent offenders have 
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been found to have higher rates of emotional abuse and neglect, physical abuse, and 
sexual abuse in childhood than male drug dependent offenders (Messina et al., 2007). It is 
important to consider, however, that males may have similar rates of childhood sexual 
abuse, but may be less likely to report it. At least one study has found that males were 
less likely to report childhood sexual abuse than females, perhaps because they were also 
less likely to receive a positive social reaction than females when they did report 
childhood sexual abuse (Ullman & Filipas, 2005). Similarly, females may be more likely 
to report adult sexual assault than males, as female victims of sexual assaults in 
adulthood are more likely to be injured, to require medical treatment and to report the 
sexual assault to police (Kimmerling, et al., 2002). Females are twice as likely to report 
an injury as a result of adult sexual assault than male victims of adult sexual assault 
(Tjaden & Thoennes, 2000). 
Women generally have a much higher likelihood of being a victim of domestic 
abuse than males. From 2003-2012, females made up 76% of the victims of domestic 
violence nationwide (Truman & Morgan, 2014). Females also have a higher rate of being 
the victim of a serious violent crime than males, which is more likely to be perpetrated by 
someone they know than males (58% of serious violent crime against males is committed 
by a stranger; 68% of serious violent crime against females is committed by someone 
they know) (Truman & Morgan), which may cause different psychological and emotional 
effects (i.e., feelings of betrayal, lack of trust, self-blame, abandonment, etc.) than being 
assaulted by a stranger.  
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It is difficult to get an accurate estimate of violent victimizations of women, as a 
large percentage of violent assaults (both sexual and non-sexual) against women go 
unreported.  Langton et al. (2012) found an average of 1.5 million violent incidents a 
year, or 49% of all incidents a year against women went unreported from 2006-2010. 
Although women were more likely to report violent victimization to police than men, 
women were more likely than men to choose not to report violent victimization because 
they feared reprisal or getting an offender in trouble. Furthermore, victims (both male and 
female) from urban areas were more likely to choose not to report victimizations to police 
because they believed that “police would not or could not help” (Langton, et. al, 2012).  
Although it is clear that the prevalence of childhood abuse and victimization is 
more common (or at least reported more frequently) among female offenders than male 
offenders, and female offenders report that they believe their history of sexual 
victimization is related to their criminal behavior (McDaniels-Wilson & Belknap, 2008), 
it is unclear whether a history of victimization is significantly correlated with criminal 
offending. The few studies investigating the relationship between childhood abuse and 
recidivism have produced mixed results (Lowenkamp, Holsinger, & Latessa, 2001; 
Wright, Salisbury, & Van Voorhis, 2007). At least one study has shown that childhood 
abuse is related to prison misconduct in females (Wright, et al., 2007) and another has 
found a relationship between victimization factors and institutional violence (Warren et. 
al, 2002). Benda (2005) discovered that child abuse predicted recidivism in both females 
and males, but it was a stronger predictor of recidivism for females.  However, a 2001 
study failed to find a relationship between victimization (child abuse) and recidivism 
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(Lowenkamp et al., 2001). That study, however, had a much lower incidence of child 
abuse among those sampled (11% of subjects reported a child abuse history), compared 
with 56% of the sample reporting a child abuse history in Benda’s 2005 sample.  
A recent study investigating the role of victimization in female offending and 
mental health functioning, conducted on the same data set as the current study, found that 
victimization history (history of sexual abuse, violence, and/or violence in one’s family 
of origin) was not a significant predictor of recidivism in the first year following release 
from custody, but was associated with higher levels of stress and mental health problems 
(Anumba, DeMatteo, & Heilbrun, 2012). A later study on the same dataset of female 
offenders found no relationship between domestic abuse and sexual abuse and re-arrest in 
the 2 years following release into the community (Erickson, 2014). The most recent study 
investigating the role of trauma in recidivism in female adult offenders over a three-year 
follow-up period found that trauma experienced after incarceration significantly 
predicted recidivism (Scott et al., 2016). A relationship between victimization history and 
recidivism was found in both male and female juvenile offenders, with a stronger 
relationship found between the two variables in male offenders (Asscher et al., 2015). 
The relationship between cumulative trauma (number of different types of abuse 
experienced) and recidivism has yet to be investigated. 
1.3 Mental Health  
Female offenders have a higher prevalence of mental health problems than 
females in the community (Jordan et. al, 1996; Teplin, 1996) and male offenders (Ditton, 
1999; Fries et al., 2013; James & Glaze, 2006; Sacks et al., 2008; Steadman et. al, 2009). 
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Steadman et al. (2009) found that female inmates had over two times the rate of current 
serious mental illness than the rate of male inmates (31% v. 14.5%).  Specifically, rates 
of depression, anxiety, and self-injurious behavior are much higher in female offenders 
than male offenders (Belknap & Holsinger, 2006; Bloom, Owen, & Covington, 2003). 
The rate of Posttraumatic Stress Disorder in female offenders have been found to be 
almost twice that of females in the community (Kessler et al., 2005) and rates of 
substance abuse disorders, Borderline Personality Disorder, Antisocial Personality 
Disorder, and depression have been found to be higher in incarcerated females convicted 
of a felony than females in the community (Jordan et. al, 1996). Incarcerated females not 
only have a higher rates of the aforementioned mental health disorders, but their mental 
health problems are also more severe than females in community based treatment (Sacks, 
2004).  
Diagnoses of Borderline Personality Disorder (BPD) are much higher in prison 
populations than in the community (Black et al., 2007; Sansone & Sansone, 2009) and 
the rate of BPD in female inmates is two to three times that of male inmates (Black et al.; 
Zlotnick et al., 2008).  Borderline Personality Disorder is highly comorbid with Post 
Traumatic Stress Disorder (Scheiderer, Wood & Trull, 2015), substance abuse and mood 
disorders (American Psychiatric Association, 2013; van den Bosch, Hysaj & Jacobs, 
2012), and other personality disorders (Mahmood, et al., 2012).  Rates of Borderline 
Personality Disorder are particularly high in female offenders. A 2012 study found 59% 
of 805 female offenders met criteria for Borderline Personality Disorder (Mahmood et al., 
2012). Additionally, Black et al. (2007) found over half (54.5%) of a small sample of 
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females met criteria for BPD.   In that study, BPD was associated with higher LSI-R 
scores, suggesting a link between BPD and recidivism (Black et al.).  The most recent 
study found on BPD in female offenders found 38% of over 800 females met criteria for 
the personality disorder (Scott et al., 2014).  
Due to a lack of research on the role of BPD in recidivism, it is unclear whether 
BPD is associated with criminality or recidivism in female offenders. At least one study 
found a small, but significant correlation between the Borderline Scale of the Personality 
Assessment Inventory and recidivism (Erickson, 2014), although another recent study 
with a larger sample of females found that BPD did not predict recidivism in female 
offenders (Scott et al., 2014). 
The increased rate of mental health problems in female offenders may be related 
to females’ increased rate of victimization, as the relationship between victimization and 
mental health problems is well established.  Victimization has been associated with 
anxiety disorders (David, 1995; Stein et. al, 1996; Wolff et al., 2011) and Borderline 
Personality Disorder (Wingenfeld, et al., 2011; Yen, et al., 2002).  Higher rates of 
victimization have also been observed among female prisoners with mental health 
problems than in those without mental health problems (James & Glaze, 2006; Wolf, 
2011). Suffering from mental health problems increases risk for further victimization, as 
individuals with mental health problems have a rate of violent victimization that is 11 
times that of the general population (Teplin, McClelland, & Abram, 2005).  
Childhood sexual abuse is associated with a number of negative psychological 
and behavioral outcomes (Conrad et al., 2013). Individuals with a history childhood 
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sexual abuse have been found to experience more severe symptoms of interpersonal 
sensitivity, anxiety, and depression than individuals without a history of childhood sexual 
abuse (Callahan, Price, & Hilsenroth, 2003). Other studies have demonstrated the 
increased risk of mental health problems (PTSD, anxiety, and depression) in individuals 
with a history of childhood sexual abuse (Molnar et al., 2001; Trickett et al., 2011).   
Gender specific theorists’ assertion that abuse and victimization have unique or 
enhanced effects in females (Salisbury & VanVoorhis, 2009; Van Voorhis et al., 2010) 
appears to be supported by recent research.  Research indicates that childhood sexual 
abuse affects females and males differently (Conrad et al., 2014; Feiring, Taska, & 
Lewis, 1999; Goodkind, Ng, & Sarri, 2006; Rind & Tromovitch, 1997). Conrad et al., 
2014 found childhood sexual abuse significantly predicted recidivism in juvenile females, 
but not juvenile males.  Childhood victimization is associated with higher levels of 
overall distress in females than in males (Messina et al., 2007), and victimization history 
is associated with more anxiety disorders in females than in males (Cougle et al., 2010). 
This is consistent with other research that indicates that females have a higher risk of 
developing PTSD after experiencing trauma than males (Breslau & Anthony, 2007).  In 
Breslau and Anthony’s 2007 study, sexual abuse in females appeared to be “more 
consequential than physical abuse in increasing risk of anxiety disorders,” as it was 
associated with Social Anxiety Disorder, Panic Disorder, and PTSD, while physical 
abuse was associated with PTSD (Breslau & Anthony, 2007).  
Recently, researchers have begun to focus on the cumulative effects of multiple 
victimizations, which may be a more important determinant of behavioral and 
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psychological consequences than the type of victimization experienced. A cumulative 
effect of childhood adverse experiences was found in male and female drug dependent 
offenders—the greater the number of childhood adverse experiences, the greater the 
likelihood of mental health treatment and use of psychotropic medications (Messina et al, 
2007). A study conducted on female offenders in Norway (Friestad et al., 2014) found a 
significant positive relationship between number of different types of adverse childhood 
experiences and suicide attempts and drug abuse. In that study, adverse childhood 
experiences included different types of abuse (physical, sexual, emotional and neglect) 
and other adverse experiences including witnessing violence in the family, incarceration 
of a family member and mental illness among a household member. 
The connection between mental health and criminal offending in females requires 
further research, as the association is not as well established as that of victimization and 
mental health. Blanchette and Brown (2006) concluded that “personal distress, mental 
ability and mental health variables are not strongly associated with women’s likelihood of 
recidivism” (p. 105). However, other researchers have found a correlation between self-
injury and violent recidivism (Bonta, 1995).  It is important to note that the existing 
research in this area often aggregates mental illness into broad categories, potentially 
missing any relationships between the specific mental illnesses and symptoms more 
prevalent in females and recidivism (Salisbury, Van Voorhis & Spiropoulos, 2008). The 
most recent study exploring the relationship between mental health variables and 
recidivism found that none of the mental health variables (mood disorder, Generalized 
Anxiety Disorder, Posttraumatic Stress Disorder, Attention Deficit Hyperactivity 
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Disorder, Conduct Disorder, Borderline Personality Disorder and Antisocial Personality 
Disorder) predicted recidivism in the three years after females’ release from jail (Scott et 
al., 2014). 
1.4 Substance abuse 
There are high rates of substance abuse and dependence among female offenders 
(Farkas & Hruoda, 2007; James & Glaze, 2006; Mumola & Karberg, 2006), with 
substance abuse or dependence occurring in female jail inmates at a rate nine times 
higher than females in the community (Jordan et al., 1996; Teplin et al., 1996). The most 
recent data on drug dependence in female inmates nationwide shows that in 2004, 60% of 
all female state prisoners and 43% of female federal prisoners met criteria for having a 
drug dependence or abuse problem during the year prior to their incarceration (Mumola 
& Karberg, 2006).   
Female offenders with mental health disorders often have high rates of co-
occurring substance abuse problems (Abram et. al, 2003; Farkas & Hrouda, 2007; Sacks, 
2004; James & Glaze, 2006).  In fact, research indicates that there is a higher prevalence 
of substance abuse disorders in female inmates with mental health problems than in those 
without mental health problems. One study (James & Glaze, 2006) found that 3 in 4 
female state prisoners with mental health problems met criteria for substance abuse or 
dependence compared with half of females without a mental health problem. Eighty 
percent of female jail detainees in a 2007 study were found to have a lifetime co-
occurring disorder. In that study, having only a diagnosis of substance dependence was 
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rare, as only 15% of the detainees had a diagnosis in their lifetime of substance 
dependence without a diagnosis of a mental disorder (Farkas & Hrouda, 2007). 
Males also have high rates of substance abuse, although gender specific theorists 
assert that substance abuse plays a different role in criminal behavior in females than in 
males (Van Voorhis, et al. 2010).  Greenfeld and Snell (1999) found that 40% of female 
inmates in state prisons reported being under the influence of drugs at the time of their 
offense, as compared to 32% of males. Men were more likely to have been using alcohol 
at the time of their offense (38% of males were under the influence of alcohol at the time 
of the offense, as compared to 29% of females) (Greenfeld & Snell, 1999). 
Abram, Teplin and McClelland’s 2003 study of 1,272 female offenders found that 
72% of females with a substance use disorder also had a mental health disorder, and 
Sacks et al. found the rate of co-occurring disorders higher among female offenders than 
male offenders (2008). Furthermore, while male and female offenders both have high 
rates of substance abuse prior to incarceration, “evidence suggests that male and female 
inmates differ in preincarceration substance abuse” (Phillips, Nixon, & Pfefferbaum, 
2002, p. 513), with males more likely to be problem drinkers than females (Nunes-Dinis 
& Weisner, 1997; Peters, et. al, 1997), and females reporting more problems with cocaine 
than males (Peters, et. al, 1997).  
 A history of victimization is also related to an increased risk of substance use and 
abuse in both males and females (Banducci et al., 2014; Kendler, 2000; Min et al., 2007; 
Putnam, 2003), as substance abusers have high rates of early childhood abuse (Banducci 
et al., 2014).  The number of women in drug treatment who report a history of child abuse 
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is 2-3 times that of women in the community (Min et al., 2007). Nomura et al. (2012) 
found a significant correlation between child abuse history and drug dependence for both 
males and females, with no difference in the level of risk between males and females. 
Victimization not only increases substance abuse in victimized individuals, but substance 
abuse then increases the risk of additional victimizations (Kilpatrick et al., 1997). 
Alcohol use is associated PTSD, especially when PTSD is a result of chronic 
traumatic events (Kaysen et al., 2007).  A relationship has also been shown between 
depression and alcohol abuse in adults with a history of child abuse (Schuck & Widom, 
2001). Research indicates that self-medication plays a mediating role in the relationship 
between trauma symptoms and alcohol abuse—those individuals with more trauma 
symptoms who use alcohol to cope have the highest risk of severe alcohol abuse (Kaysen 
et al.).  
 The existing research on the relationship between substance abuse and criminal 
offending indicates that substance abuse is a consistent predictor of recidivism in both 
males and females (Andrews, 2012; Collins, 2010; Smith, et al., 2009). Drug use has 
been found to be a strong predictor of violent recidivism in men and women (Collins, 
2010). Some research suggest that substance abuse may even be a superior predictor of 
recidivism in females than in males (Andrews, 2012; Scott et al., 2015).   
Suffering from a co-occurring mental health and substance abuse disorder 
significantly increases the risk of re-offending.  Research conducted over a six-year 
period on a sample of over 61,000 offenders found that offenders with co-occurring 
mental health disorders and substance abuse disorders had a significantly greater risk of 
16 
 
 
 
multiple incarcerations than individuals with either disorder alone (Baillargeon et al., 
2010).  Offenders with co-occurring substance abuse and mental health disorders are also 
significantly more likely to be returned to prison after release, compared with offenders 
with only mental health disorders (Hartwell, 2004).  Individuals with co-occurring 
disorders are also more likely to be homeless, possibly increasing the risk of committing 
crimes to survive (Hartwell). 
1.5.1 The Current Study 
 The available research suggests that a complex, interactive and circular 
relationship exists between victimization, mental health, and substance abuse. 
Victimization is associated with mental health problems and substance abuse, which are 
related to each other; rate of victimization increases risk of mental health problems and 
substance abuse, which then increase the risk of additional victimization. The fact that 
victimization alone has not been found to be related to recidivism should not end the 
investigation into the relationship—it is likely that whether someone has been victimized 
is not associated with recidivism, as the percentage of incarcerated females with a 
victimization history are substantially higher than those who recidivate. There are likely 
females who either suffer less severe forms of victimization, or have protective factors 
(i.e. a support system, access to health services and psychological counseling, effective 
coping skills) which minimize or prevent the development of mental health and/or 
substance abuse disorders for which recidivism may be less of a risk. It is possible that 
abstaining from substance abuse (which is a significant predictor of recidivism) is more 
difficult when substances are abused in an attempt to cope with emotional and mental 
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health symptoms that result from victimization, particularly when a female has been the 
victim of a number of different types of victimization.  It is the hypothesis of the present 
study that victimization, when combined with mental health symptoms and/or substance 
abuse issues, increases risk of recidivism.  
 The current study investigated the relationship between victimization and mental 
health and substance abuse variables in female offenders. Further, it explored the validity 
of victimization, mental health and substance abuse variables in predicting recidivism in 
female offenders. Existing research has shown that co-morbid substance abuse and 
mental health issues are significantly related to recidivism, however, until the current 
study research had not been conducted into how these variables are related to recidivism 
when an individual’s history of victimization is also considered. 
1.5.1 Hypothesis 1.  
There will be a significant positive relationship between number of different types 
of victimization and Depression, Anxiety and Borderline subscores of the PAI.  
1.5.2 Hypothesis 2.  
There will be a significant positive relationship between number of different types 
of abuse experienced and use of psychotropic medication during incarceration, history of 
psychiatric hospitalizations, and history of suicide attempts.  
1.5.3 Hypothesis 3.  
There will be a significant positive relationship between number of different types 
of victimization experienced and the Alcohol and Drug subscores of the PAI and the 
Alc/Drug subscore of the LSI-R.   
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1.5.4 Hypothesis 4.  
Together, number of types of victimization, mental health and substance abuse 
will significantly predict rearrest in the two-years post-release. 
CHAPTER 2: METHOD 
2.1 Participants 
 The archival records of 300 female offenders were reviewed as part of this study. 
The 300 offenders were released from a minimum security private assessment and 
rehabilitation center in New Jersey between 2004 and 2007.  Of the 300 females included 
in the sample, 191 had been transferred to the assessment and rehabilitation center 
directly from New Jersey state prisons to provide a gradual transition from prison to the 
community. These females were still in custody of the New Jersey Department of 
Corrections (DOC) while residing at the center and are thus deemed “DOC females.” The 
remaining 109 females (the “halfway back” females) were sent to the assessment and 
rehabilitation centers from the community after violating a parole condition, which was 
frequently related to substance abuse relapse. These halfway back females were under the 
supervision of the New Jersey Parole Board while residing at the assessment and 
treatment center and were sent to the center to receive treatment for a set period of time 
rather than return to prison (thus, they are “halfway back” to prison). 
The typical length of stay at the assessment and treatment centers ranges from 60 
to 90 days.  Only a small number of the DOC females who were released from the private 
assessment and treatment centers were released directly into the community, as most of 
the females were released from the assessment and treatment centers into halfway houses. 
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However, there are no data on the number of females who were released directly into the 
community rather than to a halfway house. Generally, most DOC females go to halfway 
houses upon leaving the assessment and treatment center, where they stay an average of 
6-9 months.  Some of the halfway back females may stay in halfway houses, depending 
on need. 
 The purpose of the assessment and treatment centers, operated by Community 
Education Centers, is to conduct thorough assessment to tailor rehabilitation to each 
offender’s specific needs and to assist the New Jersey Department of Corrections in 
making informed placement decisions for the DOC females.  For those offenders who 
enter the facilities directly from prison, another purpose of the minimum security centers 
is to help offenders gradually transition to life in the community.  
Only 20% of inmates in New Jersey state prisons are transitioned from prison to 
the private assessment and treatment centers in New Jersey prior to their eventual release. 
To be considered for placement in these facilities from prison, inmates must be 18 
months from parole eligibility date (this requirement has since changed to 24 months 
from parole eligibility date), be classified as minimum security status, and have no prior 
adult arson or sex offenses. The facilities require a requisite level of participation and 
inmates may be returned to prison for disciplinary issues or failure to fulfill the 
requirements of the program.  The sample of inmates who attend Community Education 
Centers across the state of New Jersey are similar in age, ethnicity/race, criminal history, 
and substance abuse history to those of the entire New Jersey Department of Corrections 
population (Heilbrun et al., 2008b).  
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2.2 Materials 
 All individuals entering the assessment and rehabilitation center were assessed by 
master’s level assessment counselors shortly after arrival at the facility. The standard 
assessment process at the assessment and rehabilitation center includes a thorough and 
structured interview, a review of each individual’s records from the Department of 
Corrections, and a standard battery of assessment tests. The assessment counselors were 
trained to administer all of the assessment tests properly by a PhD-level psychologist who 
is also a LSI-R master trainer.  Based on the self-report information obtained during the 
interview and a detailed review of each individual’s file, a detailed assessment report was 
written for each individual that includes a biographical history, criminal history, test 
results and explanation of test results, and treatment and placement recommendations 
based on all information collected during the assessment process.   
The LSI-R was administered to all females entering from August 2003 to March 
2006. After 2006, the LS/CMI was administered. Because there were fewer females who 
had been administered the LS/CMI at the time of data collection for this study, and fewer 
of the LS/CMI had been released for more than one year at the time of collecting follow-
up data, only females who had been administered the LSI-R were included in the present 
study. The LSI-R has satisfactory inter-rater and test-retest reliability, as Andrews (1984) 
reports inter-rater and test-retest reliability over several trials that ranged from r=.80 to 
.99. The validity of the LSI-R in predicting recidivism in both male and female offenders 
was discussed previously. In addition to the risk assessment tools, individuals entering 
the assessment and rehabilitation center were administered the Texas Christian University 
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Drug Screen (TCU-DS-II), a measure used to detect alcohol and drug use disorders 
(Simpson, Knight & Broome, 1997). In a sample of 400 male inmates, the TCU-DS-II’s 
accuracy in detecting alcohol or drug dependence was 82.1% and the test-retest reliability 
was .95 (Peters, et al., 2000).  
All females were also administered the Personality Assessment Inventory (PAI) 
(Morey, 1991), an objective test of personality and psychopathology similar to the 
Minnesota Multiphasic Personality Inventory (MMPI).  The PAI is widely used in 
clinical and research settings, and has been identified as “one of the most widely accepted 
instruments for a variety of forensic and psycholegal applications” (Morey, 2007). A 
growing body of research suggests that PAI scores may be useful in assessing risk and 
predicting criminal behavior (Gardner, et al., 2014).   
The PAI, created for use with adults 18 years of age and older who possess a 
reading level of fourth grade or better, consists of 344 self-report items, which examinees 
answer with a likert response (1-very true, 2-mainly true, 3-slightly true and 4-false).  
Administration time is typically 40 to 50 minutes and computer scoring is used to obtain 
T-scores (with a mean score of 50T and a standard deviation of 10T) for each of the 22 
scales. The 22 scales include 11 clinical scales, 4 validity scales, 5 treatment scales and 2 
interpersonal scales. The PAI manual reports internal consistency coefficients for each of 
the scales range from .45 to .90 and the test-retest reliability ranges from .29 to .91 
(Morey, 1991; Morey, 2007).  
The Anxiety (ANX) subscale of the PAI, comprised of cognitive, affective and 
physiological subscales, captures overall tension and negative affect, including 
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“ruminative worry, subjective feelings of apprehension and strain, and physical signs of 
tension and distress” (Morey, 2007 p. 34). The PAI also includes an Anxiety-Related 
Disorders (ARD) subscale, which measures behavior associated with anxiety. It has three 
very different subscales (Obsessive-Compulsive, Phobias, and Traumatic Stress), making 
it difficult to interpret the overall ARD scale score without looking at each of the 
subscores individually (Morey, 2007). Subscores of each PAI subscale were not available 
for the present study; because it is difficult to interpret the overall score of the ARD 
subscale of the PAI without looking at each subscore, the decision was made to include 
only the ANX subscale as a broad indicator of overall anxiety. The relationship of the 
Traumatic Stress subscore of the ARD subscale may be particularly important to assess in 
female offenders, given their high rates of victimization.    
The Depression (DEP) subscale of the PAI, which is made up of three subscales 
(cognitive, affective, and physiological) measures overall “global severity of a broad 
spectrum of diagnostic depression symptomatology” (Morey, 2007 at 37). Scores greater 
than 80T indicate a diagnosis of major depressive episode is likely. The Alcohol (ALC) 
and Drug Problems (DRG) subscales of the PAI measure the “behaviors and 
consequences” of alcohol/drug use, abuse and dependence (Morey, 2007). Individuals 
who score higher than 70T are “likely to have met criteria for drug/alcohol abuse at some 
point in their lives” (Morey, 2007). The Borderline (BOR) scale assesses personality 
traits related to Borderline Personality Disorder. The BOR scale includes four subscales: 
Affective Instability, Identity Problems, Negative Relationships, and Self-Harm (Morey, 
1991; Morey, 2007). 
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2.3 Design and Procedure 
 Upon initial assessment at the assessment and treatment center, a file is created 
for all inmates entering the center that includes their initial assessment interview and 
report, the records from their time at the assessment and treatment center, and their raw 
test scores.  A database with 241 variables was created in SPSS based on a typical file. A 
corresponding coding manual with operational definitions for each variable was created 
to assist in accurate and reliable data entry. The information from the files of all 912 
females who attended the center from 2004-2006 were entered in the database. Also 
included in the database are the total and subscale scores for all of the tests administered, 
and variables related to mental health history, family history, criminal history, medical, 
education, employment, religion, and substance abuse. Some of the variables are self-
reported variables (i.e., number of children and history of sexual and domestic abuse) and 
other are from the official Department of Corrections file (i.e., number of prior arrests, 
convictions, and probation and parole violations).  
 After all of the files were entered into the database, a random sample of 300 
individuals was sent to the New Jersey Department of Corrections to obtain outcome 
data. Three research assistants received training on the database and coding manual and 
subsequently entered the outcome data into the database. Thereafter, all identifying 
information was deleted from the database.  The file from the assessment and 
rehabilitation center included the date each individual was discharged from the facility, 
but as stated previously, did not state where each individual was discharged to, as a few 
individuals were released directly back into the community rather than being discharged 
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to a halfway house. The New Jersey Department of Corrections did not have the ability to 
provide the date each individual was released from the halfway house attended, which 
will be discussed further in the limitations section. 
 Existing research shows that female offenders have a higher prevalence of mental 
health problems than females in the community (Jordan et. al, 1996; Teplin, 1996) and 
male offenders (Covington & Bloom, 1999; Ditton, 1999; Fries et al., 2013; James & 
Glaze, 2006; Sacks et al., 2008; Steadman et. al, 2009).  However, there is little research 
on the relationship, if any, between mental health issues and recidivism in females. The 
current study aims to explore the possibility of a relationship between mental health 
issues and recidivism. The mental health variables examined in this study included: 
Anxiety, Depression, and Borderline scales of the PAI, history of suicide attempts (yes or 
no), prescribed psychotropic medication during incarceration (yes or no) and history of 
psychiatric hospitalizations (yes or no). The history of suicide attempts was not strictly 
operationally defined, as will be discussed further in the limitations section, as 
participants were simply asked, “Have you ever tried to kill yourself?” Since this was 
based on the individual’s self-report of intent, the risk of inaccurately classifying non-
suicidal self-injury as a suicide attempt was low. These variables were selected based on 
the mental health variables available in the existing dataset. The answers to these 
dichotomous variables came through self-report and/or information from the female’s 
criminal file.  
 Given that previous research has established mixed results on whether 
victimization is a predictor of recidivism, victimization was selected as a variable in the 
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present study. Previous research on the current dataset has shown whether someone has 
been victimized (yes/no) did not predict recidivism. However, whether there is a 
cumulative effect of victimization has not been explored. Therefore, a victimization 
variable was selected based on the number of types of victimization experienced. The 
victimization variable is the number of types of victimization reported (0-3, where 0 is no 
history of victimization and 3 is history of three types of victimization experienced). This 
variable was coded from the three original victimization variables, which were coded 
either ‘yes’ or ‘no’: history of domestic abuse, history of family violence and history of 
sexual abuse. These were coded as yes if there was any indication in the assessment and 
treatment center’s file that the female had suffered any of the aforementioned types of 
abuse or had a history of family violence. The information in the treatment center’s file 
was either gathered from the females’ self-report in the assessment interview, or from 
information in the female’s state criminal file indicating a history of the abuse. The 
variable “number of types of victimization” does not reflect the number of incidents of 
abuse, only the number of different types of victimization experienced. 
 Substance abuse is a consistent predictor of recidivism in both males and females 
(Andrews, 2012; Collins, 2010; Smith, et al., 2009); it may even be a superior predictor 
of recidivism in females than in males (Andrews, 2012).  Substance abuse was selected as 
a variable in the present study to determine whether mental health issues and 
victimization history add to the predictive validity of substance abuse. The substance 
abuse variables include the Alcohol/Drug subscore of the LSI-R and the alcohol and drug 
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scales of the PAI. These were the only available drug and alcohol variables available in 
the existing dataset. 
The dependent variable is whether the individual was arrested in the two years 
after release from the center.   Data on the number of days from release to first arrest are 
available, but will not be investigated because of the issues regarding halfway house 
attendance discussed above.  Whether an individual attended a halfway house 
immediately after release from the assessment and rehabilitation center may affect how 
soon they were re-arrested. There is less concern over the effect of halfway house 
attendance on re-arrest over the two-year follow-up period.  Since the follow up period is 
two years, all individuals who attended halfway houses will have had an ample amount of 
time in the community to be arrested again. The issues regarding halfway house 
attendance will be discussed further in the limitations section. 
CHAPTER 3: RESULTS 
3.1 Preliminary Analyses 
  Eight subjects were excluded from the original sample of 300 because three 
subjects had invalid PAI scores and five were missing PAI scores. The mean age of the 
sample was 35.77 years (SD=8.13), with subjects ranging in age from 18 to 66 years (see 
Table 1).  There was no significant difference in age between the DOC (M= 35.88, SD= 
8.34) and Halfway Back (HB) participants (M=35.56, SD= 7.77), t (290) = .323, p=.747 
(see Table 2). As can be seen in Table 3, the racial/ethnic makeup of the entire sample 
was as follows: African American (n=162, 55.5%), Caucasian (n=94, 32.2%), Hispanic 
(n=33, 11.3%), Native American (n=2, .7%) and Other (n=1, .3%). The racial/ethnic 
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makeup of HB and DOC groups was not significantly different, 2 (2, n= 289) = 4.424,  p 
=.170 (see Table 3). 
 As can be seen in Table 2, there were significant differences between the DOC 
and HB groups in a number of different variables.  The number of previous adult arrests 
of the entire sample ranged from 1-70, with a mean of 11.45 previous adult arrests (SD = 
10.80) and a mean of 7.06 previous adult convictions (SD = 6.24). The DOC group (M = 
13.20, SD = 11.93) had a significantly higher number of previous adult arrests than the 
HB group (M = 8.33, SD = 7.49), t (286) = 4.278, p<.0011 and a significantly higher 
number of previous convictions (M = 7.96, SD = 6.79) than the HB group (M = 5.46, SD 
= 4.73) t(286) = 3.35, p < .001. These differences remained significant after a Bonferroni 
correction reduced the alpha to .0025. The entire sample had a mean number of 1.23 (SD 
= 1.30) previous probation violations and .52 previous parole violations (SD = .84).  
There was no significant difference in the number of probation violations, t(216) = .783, 
p = .435, or parole violations, t(289) = -1.916, p = .056 seen in the two groups (see Table 
2).  
 Although the females in the DOC had a more extensive criminal history than the 
HB group, as evidenced by the significantly higher mean number of previous adult arrests 
and convictions in the DOC group, the HB had higher scores on several PAI subscales, as 
can be seen in Table 2. The overall means on the PAI for the entire sample are as follows: 
                                                          
1Consistent with the APA Publication Manual, Sixth Edition, all p-values of .000 are 
reported as p < .001. Exact p-values are included in the tables. 
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Anxiety (M = 52.41, SD = 10.871), Depression (M = 51.92, 10.577), Borderline (M = 
58.55, SD = 11.443), Alcohol (M= 53.38, SD =14.547) and Drug (M = 74.04, SD = 
18.942) (see Table 1).  The mean Drug subscale score is the only subscale score in the 
clinically elevated range (70+ is considered clinically elevated on the PAI).  
Approximately 1 in 5 females (n = 62, 21.2%) had a clinically elevated score on the 
Borderline subscale, 6.2% (n = 18) had a clinically elevated Depression score and 7.5% 
(n = 22) had a clinically elevated Anxiety score. With respect to the substance abuse 
variables of the PAI, 14.4% (n = 42) had a clinically elevated Alcohol subscore and 
60.3% (n = 176) had a clinically elevated Drug subscore. There were no significant 
differences found between the HB group and DOC group in the Anxiety, t(290) = -1.139, 
p = .256, or Depression subscales, t (290) = -.964, p = .336. However, the HB group 
scored significantly higher on the Borderline, t (289) = -2.544, p = .011, Alcohol, t (174) 
= -3.510, p = .001, and Drug subscales t (241) = -7.144, p < .001 (see Table 2). The 
differences between groups in the Alcohol and Drug subscales remained significant after 
the Bonferroni correction, but the difference on the Borderline score was no longer 
significant after the Bonferroni correction. The most significant difference between the 
two groups on the PAI was in the Drug subscale, as the mean score on the Drug subscale 
for the DOC group was 68.73 (SD = 18.399) compared with 83.49 (SD = 1.567) for the 
HB group, t (242) = -7.144, p = .011, (see Table 2).  
The LSI-R overall score ranged from 6-44, with a mean overall score of 29.75 
(SD = 6.652). This mean overall score falls in the High-Medium risk category of the LSI-
R. The DOC and HB groups did not differ significantly in overall LSI-R score, t (256) = -
29 
 
 
 
.206, p = .837. Consistent with the scores on the Alcohol and Drug scales of the PAI, the 
HB group had more individuals in higher risk categories on the LSI-R Alcohol/Drug 
domain than the DOC group, 2 (4, n= 291) = 26.284, p < .001 (see Table 4), as 80% of 
the HB group (n = 84) were categorized as high or very high risk for Alcohol and Drug 
Problems compared with 56.7% of the DOC group (n = 106). This difference remained 
significant after the Bonferroni correction. 
 As shown in Table 5, approximately one in four inmates (26%) was rearrested in 
the 2 years following their release from the assessment and treatment center (n=76). 
There was not a significant difference in re-arrest rate between the DOC and HB groups 
2 (1, n = 292) = 1.041, p = .308, with 24.1% (n = 45) of the DOC group rearrested and 
29.5% (n = 31) of the HB group rearrested.  
 The entire sample had a mean of 1.18 types of victimization experienced (SD = 
1.044) (see Table 1), with 46.9% (n = 137) of the sample having a history of domestic 
violence, 37.3% (n = 109) reporting a history of sexual abuse and 32.3% (n = 94) having 
a history of family violence (see Table 6). The HB group had a significantly higher mean 
number of types of victimization (M = 1.37, SD = 1.07) than the DOC group (M = 1.07, 
SD = 1.02), t (287) = -2.350, p = .019 (see Table 2).  This difference was not significant 
after the Bonferroni correction. There was no significant difference in frequency of 
domestic abuse between the DOC and HB groups, 2 (1, n = 287) = .286, p = .593, with 
46.2% (n = 86) of the DOC group and 49.5% (n = 51) of the HB group reporting a history 
of domestic abuse. The HB group had a significantly higher rate of sexual abuse, 2 (1, n 
= 290) = .6.791, p = .009, as 47.6% (n = 49) of the HB group reported a history of sexual 
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abuse, compared with 32.1% (n = 60) of the DOC group. This was not significant after 
the Bonferroni correction. Almost forty percent of the HB group had a history of family 
violence (39.0%, n = 41) compared with 28.3% of the DOC group (n = 53) (see Table 6), 
a significant difference, 2 (1, n = 290) = 3.984, p = .046. However, this was not 
significant after the Bonferroni correction.  
 Approximately one in four women in the entire sample was prescribed 
psychotropic medication at the time the clinical interview and testing took place (26.4%, 
n = 77), 22.3% had been hospitalized for a mental illness in the past (n = 65) and 19.9% 
had a previous suicide attempt (n = 58) (See Table 7). There was no significant difference 
in psychotropic medication frequency between the HB and DOC groups, as twenty-six 
percent of both the HB and DOC groups were prescribed such medications at the time of 
clinical interview and testing 2 (1, n = 292) = .007, p = .931. Similarly, there was no 
significant difference between the HB and DOC groups in previous psychiatric 
hospitalizations 2 (1, n = 290) = 1.326, p = .249 and previous suicide attempts 2 (1, n = 
290) = .429, p = .512 (see Table 7). 
3.2 Hypothesis Testing 
 3.2.1 Hypothesis 1. There will be a significant positive relationship between 
number of different types of victimization and Depression, Anxiety and Borderline 
subscores of the PAI.  
 Due to the significant differences between the HB groups in several variables, 
inferential statistics were run on the two groups separately, as well as on the entire 
sample. A Pearson correlation was run on the entire sample to determine whether 
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significant relationships exist between number of different types of victimization and 
Depression, Anxiety and Borderline subscores of the PAI. Consistent with our 
hypothesis, there was a significant positive relationship in the entire sample between 
number of different types of victimization experienced in the past for the entire sample 
and Depression r =.219, p < .001, 95% CI .117-.314, Anxiety r = .157, p = .007, 95% CI 
.059-.260, and Borderline subscores of the PAI r =.252, p < .001, 95% CI .141-.354. The 
effect size for all of these relationships is small, however.  Six percent of the variance in 
Borderline score (r2= .064), 4.8% of the variance in Depression score (r2= .048) and 2.5% 
of the Anxiety score (r2= .025) can be explained by the number of different types of 
victimization.  
 When the Pearson correlation was run separately on the HB and DOC groups, 
there was no significant relationship between Anxiety score and number of types of 
victimization for either the HB (r =.189, p = .055, 95% CI -.009-.378) or DOC group (r 
=.128., p = .081, 95% CI -.006-.254). There was a significant positive relationship found 
for Depression and number of types of victimization for the DOC group (r=.226, p = 
.002, 95% CI .093-.357), but not for the HB group (r =.191, p = .053, 95% CI .013-.364).  
There was a significant positive relationship found between the Borderline subscore of 
the PAI and number of types of victimization for both the DOC (r =.242., p = .001, 95% 
CI .113-.369) and HB group (r =.227, p = .022, 95% CI .040-.401) (see Table 8).  Where 
statistically significant relationships were found, effect sizes were small, with r-square 
values indicating that 2.5% (for Anxiety score and number of types of abuse in entire 
sample) to 6.4% (for Borderline score and number of different types of abuse in entire 
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sample) of the variation in PAI scores could be accounted for by number of different 
types of abuse. 
 The results appear to support Hypothesis 1, at least for the overall sample. There 
does appear to be a significant positive relationship between number of types of 
victimization and Depression, Anxiety and Borderline subscores of the PAI. However, 
the effect sizes were small for all relationships. When relationships were explored 
separately in the HB and DOC groups, results appeared to provide partial support 
Hypothesis 1. The Anxiety and Depression variables were positively correlated with 
number of different types of victimization, although effect sizes were small.  However, in 
both the DOC and HB groups, number of different types of victimizations was not 
significantly correlated to Anxiety.  
 3.2.2 Hypothesis 2. There will be a significant positive relationship between 
number of different types of abuse experienced and use of psychotropic medication 
during incarceration, history of psychiatric hospitalizations and history of suicide 
attempts. 
 A point biserial correlation was run to investigate the relationship, if any, between 
number of different types of victimization and use of psychotropic medication, history of 
psychiatric hospitalizations and history of suicide attempts.  When the point biserial 
correlation was run on the entire sample, the result was consistent with our hypotheses; 
there was a significant positive relationship between the number of different types of 
abuse experienced and use of psychiatric medication (r =.19, p = .002, 95% CI .057-
.299), history of psychiatric hospitalization (r =.26, p < .001, 95% CI .155-.363), and 
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history of suicide attempts (r =.29, p < .001, 95% CI .170-.397) (see Table 9). The effect 
sizes were small, as 3.4% of the variation in psychotropic medication (r2= .034), 6.6% of 
the variation psychiatric hospitalizations (r2= .066), and 8.3% of the variation in suicide 
attempts (r2= .083) can be explained by the number of different types of abuse. 
 When the point biserial correlation was run on the DOC and HB groups 
separately, a significant positive relationship was found between number of different 
victimization types and psychotropic medications (r =.20, p = .006, 95% CI .056-.346), 
psychiatric hospitalizations (r =.31, p < .001, 95% CI.175-.452), and suicide attempts (r 
=.31, p < .001, 95% CI .154-.451) for the DOC group, which is consistent with our 
hypotheses (see Table 8). However, in the HB group, a significant positive relationship 
was found only between number of different types of victimization and suicide attempts 
(r =.253, p = .010, 95% CI .065-.438), while there was not a significant positive 
relationship with respect to psychotropic medications (r =.167, p = .091, 95% CI -.045-
.358) and psychiatric hospitalizations (r = .162, p = .106, 95% CI -.012-.331) (see Table 
8). Again, effect sizes were small for all significant relationships identified. Notably, the 
effect sizes were greater when the point biserial correlation was run on the DOC group 
than on the entire sample. In the DOC group, 4% of the variation in psychotropic 
medications (r2= .040), 9.4% of the variation in psychiatric hospitalizations (r2= .094), and 
9.3% of the variation in suicide attempts (r2= .093) is explained by the number of different 
types of abuse. For the HB group, the correlation coefficient is .064, indicating that 6.4% 
of the variability in suicide attempts can be explained by number of different types of 
abuse.  
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Similar to the results for Hypothesis 1, the results appear to support Hypothesis 2 
for the overall sample, but only partially support Hypothesis 2 when analyses were run 
separately on the DOC and HB groups. When analyses were run on the entire sample, 
number of different types of victimization was positively correlated with use of 
psychotropic medication, history of hospitalization and history of suicide attempts, with 
small effect sizes for all relationships. In the HB group, number of different types of 
victimization was only positively correlated with history of suicide attempts. In the DOC 
group, number of different types of victimization was positively correlated with 
psychotropic medication, history of hospitalization and history of suicide attempts. Effect 
sizes were small for all significant relationships found in the DOC and HB groups.  
3.2.3 Hypothesis 3. There will be a significant positive relationship between 
number of different types of victimization experienced and the Alcohol and Drug 
subscores of the PAI and the Alc/Drug subscore of the LSI-R.   
 When a Pearson correlation was run on the entire sample, number of types of 
victimization was significantly correlated with the Alcohol/Drug score on the LSI-R (r 
=.147, p = .012, 95% CI .041-.248), the Alcohol scale of the PAI (r =.141, p = .017, 95% 
CI .020-.261), and the Drug scale of the PAI (r =.170, p = .004, 95% CI .061-.277) (see 
Table 10). This finding is consistent with the hypothesis that there would be a significant 
positive relationship between the alcohol and drug variables and number of different 
types of victimization. The effects sizes are even smaller than for the previous findings, 
as less than 3% of the variability in all three variables can be explained by number of 
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different types of victimization (r2= .022 for Alcohol/Drug, r2= .020 for Alcohol score on 
the PAI, and r2= .029 for Drug score on the PAI).  
The relationship between alcohol and drug variables and the number of different 
types of victimization was investigated separately in the DOC and HB groups by running 
Pearson correlations on each group. In the HB group, number of different victimization 
types was not significantly correlated with the Alcohol/Drug score of the LSI-R (r =-.046, 
p = .647, 95% CI -.237-.136), the Alcohol score of the PAI (r =.087, p = .381, 95% CI -
.162-.316), or the Drug score of the PAI (r = .070, p = .484, 95% CI -.129-.257). For the 
DOC group, number of different victimization types was positively correlated with 
Alcohol/Drug score of the LSI-R (r =.183, p = .013, 95% CI .046-.311) and the Drug 
score of the PAI (r =.157, p = .032, 95% CI .000-.293), although the effect sizes were 
small (r2 = .033 for Alc/Drug and r2 = .025 for Drug score of PAI). There was no 
significant relationship found between Alcohol score of the PAI and number of different 
types of victimization (r =.136, p = .063, 95% CI .040-.311) for the DOC group (see 
Table 10). 
The results indicate partial support for Hypothesis 3. While number of different 
types of victimization was positively correlated with all three substance abuse variables 
in the entire sample, it was not correlated with any of the substance abuse variables in the 
HB group. In the DOC, number of different types of victimization was positively related 
to Alcohol/Drug Score of the LSI-R and the Drug subscore of the PAI, it was not 
significantly correlated to the Alcohol subscore of the PAI. Again, when significant 
relationships were identified, effect sizes were small. 
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3.2.4 Hypothesis 4.  The victimization, mental health and substance abuse 
variables together will significantly predict re-arrest in the two-years post-release. 
Several of the variables were significantly correlated with one another (see Table 
11). In an attempt to reduce multicollinearity, only 1-2 variables were selected to 
represent the mental health and substance abuse constructs. The Alcohol/Drug scale of 
the LSI-R was selected as the substance abuse variable because it aggregates both alcohol 
and drug use. It was also selected because the results of a Pearson correlation run on 
Alcohol and Drug scores of the PAI indicated that the two variables were significantly 
correlated (r =.341., p < .001, 95% CI .229-.444, r2= .116. Anxiety and Depression scores 
of the PAI were significantly correlated (r =.775, p < .001, 95% CI .666-.847, r2= .601) as 
were the Anxiety and Borderline scores (r =.700 p <.001, 95% CI [.631-.768], r2= .49) 
and the Borderline and Depression scores of the PAI (r =.695, p = .001, 95% CI [.638-
.747], r2= .483). These correlations were much more problematic than the other 
relationships between variables (i.e. victimization and PAI scores), since the correlations 
were much stronger (r-squared values ranged from .483 to .600). As such, only the 
Borderline PAI mental health variable and the categorical value of whether someone was 
prescribed a psychotropic medication were used in the logistic regression equation. The 
Borderline score was selected because it is a measure of mental health that includes 
symptoms relevant to re-offending not measured in the Anxiety and Depression scales.  
These include, for example, impulsivity, negative relationships (gender-specific theorists 
highlight the role of negative relationships in female offending), affective instability, and 
difficulty regulating emotion effectively/appropriately. Furthermore, the Borderline score 
37 
 
 
 
was not significantly related to psychotropic medication, (r =.083, p = .158, 95% CI [-
.036-.201) while Anxiety (r =.152, p = .009, 95% CI [.034-.278], r2= .023) and 
Depression scores (r =.159, p = .006, 95% CI [.031-.276], r2= .025) were significantly 
correlated with use of psychotropic medication.  All three PAI variables were 
significantly correlated with the Alcohol/Drug score (Borderline and Alcohol/Drug r = 
.250, p < .001, 95% CI [.139-.357], r2= .0630; Depression and Alcohol/Drug (r =.188, p = 
.001, 95% CI [.082-.284], r2= .035); Anxiety and Alcohol/Drug (r =.210, p < .001, 95% 
CI [.103-.306], r2=.044) (see Table 11). It should be noted, however, that although the 
predictor variables in the logistic regression equation were correlated, the variance 
inflation factors were all below 1.5. 
A binary logistic regression was run on the entire sample to determine whether, as 
hypothesized, the victimization, mental health and substance abuse variables together 
would significantly predict recidivism in the two years following release. A power 
analysis reveals that there should be sufficient power to detect a medium effect size using 
a logistic regression with four predictor variables. Tabachnick & Fidell (2013) 
recommend 10-15 subjects per predictor variable and 20 subjects if there is significant 
measurement error or other sources of variances. With 292 subjects in the present study, 
there are 73 subjects per predictor variable.  
The initial logistic regression model, which included number of victimizations, 
Alcohol/Drug Score of the LSI-R, the Borderline score of the PAI and whether the 
participant was prescribed psychotropic medications, significantly predicted re-arrest, 2 
(7, n = 292) = 16.046, p = .025. The Nagelkerke R Square estimate of .079 indicates that 
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the logistic regression model accounted for approximately 7.9% of the variance in re-
arrest.  The model correctly classified 98.6% of the subjects who were not re-arrested and 
11.8% of the subjects who were re-arrested. Overall, the model made correct predictions 
75.6% of the time. Controlling for number of types of victimization, Alcohol/Drug risk 
level, and whether participant was prescribed psychiatric medication, each one-point 
increase in Borderline score increased the likelihood of rearrest by 1.027 times (95% CI 
1.002-1.083). None of the other predictor variables contributed significantly to the 
logistic regression model when holding all remaining predictor variables constant.   
The logistic regression equation was a better predictor of recidivism than the 
Borderline variable alone. When a binary logistic regression was run with the Borderline 
score as the only predictor variable, the Borderline score significantly predicted re-arrest  
2 (1, n =187) = 5.865, p = .015. The Borderline score accurately predicted arrest 73.9% 
of the time but did not accurately predict re-arrest in any of the females who were re-
arrested. The Nagelkerke R Square of .029 indicates that 2.9% of the variability in re-
arrest was accounted for by the Borderline score.   
When the binary logistic regression was run separately on the DOC and HB 
groups, the logistic regression model did not significantly predict rearrest in the DOC 
group, 2 (7, n =187) = 8.554, p = .286, or the HB group, 2 (6, n =105) = 10.108, p = 
.120. When the PAI Anxiety score was substituted for the Borderline score in the logistic 
regression equation, the logistic regression model did not significantly predict rearrest in 
the entire sample, 2 (7, n =292) = 13.763, p = .056, in the DOC group 2 (7, n =187) = 
7.173, p = .411, or the HB group 2 (6, n =105) = 9.454, p = .150. Similarly, when the 
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PAI Depression score was substituted for the Borderline score in the logistic regression 
model, the model did not significantly predict rearrest in the entire sample, 2 (7, n =292) 
= 12.074, p = .098, the DOC group, 2 (7, n =187) = 6.604, p = .471, or the HB group, 2 
(6, n =105) = 8.024, p = .236. 
The results support Hypothesis 4 with respect to the overall sample, but do not 
support Hypothesis 4 when the binary logistic regression was run separately on the DOC 
and HB groups. Only the Borderline subscore significantly contributed to the logistic 
regression model when the other predictor variables were held constant. The effect size 
was small, with 7.9% of the variability in re-arrest accounted for by the logistic 
regression equation. 
CHAPTER 4: DISCUSSION 
 Despite increased interest in female offenders in recent years, questions still 
remain over whether they differ significantly from their male counterparts in their risk 
factors for recidivism. For years, gender-specific theorists have emphasized the high rates 
of substance abuse, mental health problems and victimization/trauma as important in 
understanding and treating female offenders. Although research has often supported the 
high rates of substance abuse, mental health problems and victimization in female 
offenders, research is lacking on whether these variables are related to, or predict, crime 
or recidivism. The aim of this study was to understand what relationships exist between 
victimization, mental health and substance abuse variables and, more importantly, to 
explore whether these variables are associated with recidivism in a sample of female 
offenders in New Jersey.  
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The current study results support existing research documenting high rates of 
substance abuse and victimization histories in female offender populations. The current 
study identified high rates of substance abuse in our sample of females, with 65% of the 
sample scoring in the High or Very High Risk category of the LSI-R Drug/Alcohol 
domain. Drug use appeared to be a more significant issue than alcohol use for our 
sample, as only 14.4% of the females in the current study obtained a clinically elevated 
Alcohol subscore on the PAI, while 60.3% of the females had a clinically elevated Drug 
subscore.  Nearly half of the females in the present study reported a history of domestic 
abuse, one in three reporting a history of family violence, and 37% reported a history of 
sexual abuse.  
The existing literature on mental health and female offenders shows particularly 
high rates of depression and anxiety in females compared to male offenders (Belknap & 
Holsinger, 2006) and females in the community (Jordan et. al, 1996). While the 
prevalence of mental health diagnoses was not investigated in the present study, scores on 
the Depression and Anxiety scales of the PAI did not indicate high rates of depression 
and anxiety, as 6.2% of the sample had an elevated Depression score and 7.0% had an 
elevated Anxiety score.  These rates do not appear to differ substantially from the rates of 
depression and anxiety in the general population; in the US, the twelve-month prevalence 
of Major Depressive Disorder is 7% and the prevalence of Generalized Anxiety Disorder 
is 2.9% (American Psychiatric Association, 2013). It is possible that a higher percentage 
of women in the present sample had higher scores on Depression and/or Anxiety at an 
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earlier point in their incarceration, but their symptoms were identified while incarcerated 
and effectively treated.   
Twenty-one percent of the sample in the present study had a clinically elevated 
score on the Borderline scale of the PAI, consistent with previous research documenting 
high rates of Borderline Personality Disorder in female inmates. The percentage of 
clinically elevated Borderline scores in the present study, while high, did not approach 
the prevalence found in previous research on female offenders, which found that 38 to 
59% of females met criteria for a Borderline Personality Disorder diagnosis. The studies 
finding these high rates of Borderline Personality Disorder were based on samples from 
county jails and state prisons, some receiving substance abuse treatment while others 
were not enrolled in treatment. None of the samples from previous studies have come 
from settings similar to the structured treatment center in the present study; it is possible 
that absence of treatment is associated with an increased risk for Borderline Personality 
Disorder. It is also likely that the true rate of Borderline Personality Disorder in female 
offenders falls between the rate found in the present study (21.2%) and the higher rates 
found in previous studies of 59% (Black et al., 2007). It is important to note, however, 
that the present study was only able to measure the percentage of elevated scores; it is 
likely that a smaller number of the elevated scores actually met criteria for Borderline 
Personality Disorder. In contrast to the anxiety and depression scores, this score may 
have been less susceptible to reductions during incarceration due to psychopharmalogic 
treatment, as the current literature indicates that Borderline Personality Disorder is less 
likely to respond to medication than are mood disorders (Ripoll, 2013). 
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 The prevalence of previous suicide attempts in our sample was four times that of 
the general population. Nearly one in five females (19.9%) in the present study reported a 
past suicide attempt compared with an approximately 5% incidence of lifetime suicide 
attempts in the general United States population (Nock et al., 2008). The higher 
prevalence of lifetime suicide attempts in the present study may be due in part to the 
higher prevalence of Borderline Personality Disorder symptoms, which will be discussed 
below. Further, the present study found nearly one in three females had a history of one 
or more psychiatric hospitalizations. It should be noted, however, that this was based 
primarily on self-report. Given the high rate of substance abuse in the sample, it is 
possible that some women were hospitalized at a psychiatric hospital in the past, but were 
released after a determination that their psychiatric symptoms were due solely to 
substance abuse or intoxication rather than a mental illness.  
 Consistent with previous research, there were significant relationships found 
between victimization and the substance abuse and mental health variables. Specifically, 
as number of different types of victimization experienced increased, so did scores on 
Depression, Anxiety and the Borderline scales of the PAI, although these increases were 
slight. There was also a significant positive relationship between the number of types of 
victimization experienced and use of psychotropic medication, previous suicide attempts 
and history of psychiatric hospitalizations, though these effect sizes were also small. 
These results indicate an additive effect of victimization; it is not only whether a female 
has been victimized that is important in her mental health functioning and abuse of 
substances, but the number of different types of victimization she has experienced.  
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Number of types of victimization experienced was also positively correlated with all 
substance abuse variables. 
 The findings thus far have simply replicated results of previous research in most 
instances. The major goal of the study was to explore whether the substance abuse, 
mental health and victimization variables could significantly predict recidivism in 
females. A difficulty in exploring this relationship was the low base-rate of rearrest, 
which will be discussed in the limitations section. Despite the low base-rate of rearrest, 
however, together the Borderline subscore of the PAI, the Alcohol/Drug score of the LSI-
R, the number of different victimization types, and whether a female was prescribed 
psychotropic medication significantly predicted re-arrest. The Borderline score, however, 
was the only individual variable that significantly predicted arrest when all other 
variables were held constant. This logistic regression equation accounted for only a small 
amount of the variability in re-arrest (7.9%). This equation was able to correctly identify 
11.8% of the females who were arrested and nearly all (98.6%) of the females who were 
not rearrested. The low base rate of re-arrest contributed to the small amount of variance 
explained, despite the model making correct predictions 75.6% of the time. 
  It is notable that the Alcohol/Drug domain of the LSI-R did not significantly 
predict recidivism when all other variables in the logistic equation were held constant. 
The Alcohol/Drug domain has been consistently found to be correlated with recidivism in 
male and female offenders and has been found in at least one study to be a better 
predictor of re-arrest in females than in males (Andrews, et al., 2012). The inability of the 
Alcohol/Drug score to significantly predict recidivism in the present study may be related 
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to the low base rate of re-arrest,  multicollinearity among predictor variables, or may 
simply reflect a lack of relationship between the Alcohol/Drug score and re-arrest. 
It is not possible to determine whether the small effect size of the logistic 
regression equation reflects the true ability of the variables to predict recidivism or is due 
in part to the low base-rate of re-arrest and /or the multicollinearity issues. When 
victimization, substance abuse and mental health variables are prevalent in the sample but 
only a small percentage of the sample is re-arrested, other factors must be present which 
differentiate those who are re-arrested from those females who are not. It is possible that 
the high rates of victimization, substance abuse and mental health variables found in 
female offenders are not related to crime, but instead are related to other variables which 
are prevalent among female offenders, such as poverty and disadvantage. Poverty is 
associated with higher rates of violent victimization (Harrell et al., 2014), childhood 
maltreatment (Handley et al., 2015; Sedlak et al., 2010), substance abuse (Buu et al., 
2009; Williams & Latkin, 2007) and mental illness (Hudson, 2005).  Given that a large 
percentage of female offenders have a history of victimization and co-morbid substance 
abuse and mental health issues, it is likely other variables play a role in criminal 
offending in female offenders, such as level of insight, financial difficulties and number 
of children to support, community in which they reside after release from incarceration, 
community ties, level of support from friends or family, homelessness and employment 
status.  
 The results of the present study provide some support for the Borderline subscore 
of the PAI as a predictor of recidivism in female offenders. Although the PAI simply 
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measures symptoms of Borderline Personality Disorder (BPD), the PAI has been found to 
be a reliable screening instrument for assessing traits of BPD (Gardner & Qualter, 2009). 
The Borderline subscore is the one mental health variable in the present study that is 
largely gender specific, as females make up 75% of all Borderline Personality Disorder 
diagnoses. Rates of Borderline Personality Disorder (BPD) have been shown to be high 
in incarcerated females (Black et al., 2007; Sansone & Sansone, 2009). The results of the 
present study are consistent with this finding, although the prevalence was much lower 
than in previous studies showing half of all females meeting criteria for BPD (21.1% of 
the present sample had clinically elevated scores on the PAI Borderline scale). BPD is 
associated with many of the variables already discussed which have been deemed gender-
specific, such as depression and anxiety, substance abuse and other personality disorders 
(Van den Bosch, Hysaj & Jacobs, 2012; American Psychiatric Association, 2013). BPD 
is also associated with past sexual and physical abuse in childhood and adulthood and 
Post Traumatic Stress Disorder (Wingenfeld, et al., 2011; Yen et al., 2002). 
 Furthermore, several symptoms of BPD seem to be plausibly linked to 
recidivism, such as impulsivity, extreme anger or difficulty controlling anger, affective 
instability and emotional dysregulation. Gender-specific theorists often emphasize the 
importance of relationships in criminal offending in women; if this is accurate, then the 
chronic pattern of unstable relationships found in those with Borderline Personality 
Disorder may increase risk for criminality. Furthermore, a recent study found that BPD 
diagnosis in female inmates was associated with issues adjusting to incarceration, 
including depression, anxiety and fear while incarcerated (Mahmood, Tripodi, & Vaughn, 
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2012). This increased emotional response to incarceration and inability to cope 
effectively in females diagnosed with BPD may negatively affect females’ ability to fully 
participate in and/or benefit from any in-prison programming or treatment.  Future 
research into the link between BPD and criminal behavior in females is necessary. The 
PAI Borderline score has several subcategories, including Affective Instability, Identity 
Problems, Negative Relationships, and Self-Harm. Future studies should investigate 
which of these symptoms of Borderline Personality Disorder may be related to criminal 
behavior in females. 
Interestingly, the present study may have identified two different types of female 
offenders: a group that mirrors traditional male models of criminality and a group that 
reflects the gender-specific theory. The DOC group appeared similar to male offenders, 
with lower levels of mental health and substance abuse issues than the HB females and 
more substantial criminal histories. This group may follow a more antisocial path to 
criminality, rather than one based on struggles with trauma, substance abuse and mental 
health. Contrarily, the HB group appears similar to gender-specific theories of 
criminality, with high rates of Borderline Personality Disorder, more significant trauma 
histories and higher rates of substance abuse. Perhaps one theory of criminal offending in 
females is not sufficient to explain the varying paths to criminality. It is possible that 
some female offenders are more like male offenders, while others follow more gender-
specific paths to criminality. Further studies should explore the possibility of multiple 
paths to criminality in female offenders.  
4.1 Limitations and Implications 
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The low base-rate of re-arrest is a significant limitation of the current study. It 
was particularly problematic when analyses involving re-arrest were run separately on the 
DOC and HB samples, due to the small sample sizes.  The low base rate is likely related 
to several issues with the current data set.  As mentioned previously, the two-year follow-
up period began the date that each female was discharged into the community from the 
assessment and treatment center. However, upon discharge from the assessment and 
treatment center, many, but not all females were released to halfway houses, where they 
stayed an average of 6-9 months. Although it is possible to be re-arrested while in a 
halfway house, it is likely that residing in a halfway house provides at least some 
protection against re-arrest relative to residing in the community independently. It would 
have been ideal to start the two-year follow up on the date each female was discharged 
fully into the community, either from the halfway house or directly from the assessment 
and treatment center. 
Data on technical violations were not available for the current study, which may 
have contributed to the low recidivism rate. There are likely individuals in the sample 
who were returned to prison after a technical violation for which they were never arrested 
or criminally charged. Those individuals would have been represented in our study as not 
re-arrested during the two-year follow up, even though they were not truly successful 
upon release and could not be re-arrested for a period of time due to their incarceration. 
The individuals in halfway houses may have been more likely to be returned to prison for 
these types of violations (i.e. failure to comply in the halfway house rules, submitting 
positive urine drug screens), rather than being arrested for a new offense.  Further, the 
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current study only included arrest data from the state of New Jersey, potentially missing 
arrests that occurred outside the state. 
The current study was not able to identify criminal behavior that occurred that did 
not result in arrest. Future studies should use a variety of recidivism variables, including 
not only re-arrest, but also convictions, technical violations, failed drug tests, and self- 
report measures and collateral information on criminal behavior and/or substance abuse.  
The age of the data must also be considered, as the females included in the study 
entered the assessment and treatment center between 2003-2006, over ten years ago. 
Since that time, the LSI-R has been updated with the LS/CMI. Crime trends vary over 
time related to economic conditions, local and national events, changes in laws and 
changing trends in the enforcement of laws. For instance, states’ enforcement of laws 
related to possession of a small amount of marijuana has changed over the past 10 years, 
as more states have begun to legalize marijuana. Future research in female offenders 
should utilize the most current data available so results can be generalized to current 
female offending patterns.  
The victimization data in the current study were based on self-report and a file 
review by the clinician of whether the participant had been a victim of sexual abuse, 
domestic abuse, or had a history of family violence. Due to the archival nature of the 
study, investigators were not able to operationally define each type of abuse and there is 
no evidence that any specific operational definition was used at the time of data 
collection.  It is conceivable that the rate of child abuse was actually higher than reported, 
due to varying cultural and generational norms regarding what constitutes abuse. Further, 
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no information was obtained on the severity or recency of the abuse, the perpetrator of 
the abuse, the number of incidents of abuse, or the mental health symptoms the 
participant experiences related to the abuse. These are all important factors that should be 
considered in future research. 
Given the focus in the present study on the relationship between past 
victimization and mental health, it would have been ideal to utilize a measurement of 
PTSD symptoms as a mental health variable. The PAI includes a Traumatic Stress 
subscale of the Anxiety Related Disorders scale; however, we did not have access to the 
scores on this subscale. Future research exploring the link between victimization and 
mental health and substance abuse should include information on PTSD symptoms, 
ideally utilizing structured, reliable and valid PTSD assessments which measure number, 
type and severity of traumatic experiences, recency of trauma and provide information on 
the perpetrator of the trauma, which may be especially important in the development of 
Borderline Personality Disorder.  As discussed in the Introduction section, self-
medication of PTSD symptoms with substances is common, and though gender specific 
theorists emphasize the role of trauma in female offenders, research is lacking on what 
role PTSD and specific PTSD symptoms may have in criminal behavior in female 
offenders. 
Results from the present study may not be generalizable to all female offenders, 
as demographic data for our sample differ from national norms. Additionally, offender 
demographics and trends in crime and arrests vary from state to state. Caution should also 
be used when attempting to generalize to the entire female offender population in New 
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Jersey, despite indications that this data set is similar in race/ethnicity, age, criminal 
history, and substance abuse history (Heilbrun et al., 2008b).  Such caution is warranted 
primarily because those treated in the community corrections center were required to 
meet several requirements to attend the center (i.e., willingness to participate and comply 
with rules, no history of arson or sex offenses, be minimum security status), making the 
sample systematically different than the entire population of female offenders in New 
Jersey. Also, the current study only included individuals who were successfully 
discharged from the facility and did not include those who were returned to prison for 
non-compliance, institutional infractions, or desire to be returned to prison.  Further, 
while at the assessment and treatment center, the females in the present study received 
treatment tailored to their specific criminogenic risks and needs. This should theoretically 
have reduced their risk of recidivism, making the females who attended the center 
systematically different than their peers who remained incarcerated without such 
intervention.  All of these factors also may have played a role in the low base-rate of re-
arrest. At least one study found a sample of females who had attended the assessment and 
treatment center prior to re-entry had a significantly lower rate of recidivism than a 
comparison sample of New Jersey females who re-entered the community directly from 
prison (Heilbrun et al., 2008b).  
Given that treatment at the assessment and treatment center is targeted at the 
individual risk factors identified through initial clinical interview and assessment, it is 
reasonable to assume that there should be improvements in the dynamic risk factors over 
time in the program. While some of the variables in the present study generally remain 
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static throughout treatment (i.e. number of types of hospitalizations, previous 
hospitalizations), other variables can and should change throughout the course of 
treatment, such as the substance abuse variables and the scores on the PAI variables. This 
may have affected the ability to predict recidivism accurately, as scores on the predictor 
variables may have changed by the time an individual reentered the community. It would 
have been ideal to obtain testing scores obtained immediately prior to re-entry.  
Furthermore, those individuals who scored highest in substance abuse and mental health 
variables likely received greater supports and perhaps increased supervision upon release 
into the community and may have been more likely to attend a halfway house.  
The legal and criminal justice system utilizes information, both formal and 
informal, regarding an individual’s risk of recidivism to make critical decisions beginning 
with the initial bail decision and pre-sentence investigation to final determinations to 
terminate or complete parole or probation. Information on risk of recidivism may be 
utilized in a prosecutor’s decision of whether to offer a plea bargain, in decisions 
regarding acceptance into specialized court programs or diversionary programs, and may 
be used to inform sentencing decisions, grant parole, set conditions of probation and 
parole, and to determine placement before, during and after incarceration. It is critical 
that criminal justice researchers continue to identify the risk factors statistically 
correlated with recidivism, particularly in females, and that decision makers throughout 
the criminal justice system utilize these empirically based factors to inform their legal 
decision making.  Further research on those variables deemed “gender specific” should 
be conducted to determine whether female offenders truly have unique risk factors for 
52 
 
 
 
crime and recidivism, especially given the importance recidivism risk plays in the 
criminal justice system.  In determining whether factors are gender specific, research 
should investigate the role these factors play in risk factors for crime in men, also. Each 
state should conduct their own recidivism research, due to variability in demographics 
and crime trends. Once empirically based risk factors are identified, not only can more 
accurate and informed decisions be made in the criminal justice system, but more 
importantly, treatment can be targeted primarily at those risk factors which are most 
strongly correlated with crime, technical violations, and recidivism. The current study 
provides some support that victimization, substance abuse and mental health variables 
together play a role in recidivism for female offenders, but future research is necessary.  
CHAPTER 5: CONCLUSION 
The current study supports the findings that female offenders have high rates of 
substance abuse and victimization and found that victimization was positively correlated 
with mental health and substance abuse variables.  A rather high rate of rate of Borderline 
Personality Disorder symptoms was detected, but less than ten percent of females had 
clinically elevated Depression and Anxiety scores. The combination of the mental health, 
substance abuse and victimization variables significantly predicted recidivism in the 
sample. The Borderline variable, which is a largely gender specific variable (affecting 
nearly three times as many women than men), showed a relationship to recidivism, 
although this finding needs further investigation. 
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 Identifying and understanding the risk factors for crime and recidivism in female 
offenders is critical for making well-informed decisions at many points throughout a 
females’ time in the criminal justice system. Although proponents of the gender-specific 
approach to treating female offenders have been able to identify important ways females 
differ from their male counterparts, they have yet to identify consistently which gender-
specific factors, if any, are statistically related to recidivism. Proper identification of the 
variables statistically related to recidivism in females is critical, given that many jails and 
treatment centers across the country have begun to implement gender-specific treatment 
for female offenders. It is also likely that some legal decision makers consider these 
gender specific variables in legal determinations that include an informal assessment of 
risk of recidivism (i.e. bail determinations), despite a lack of evidence relating these 
factors to recidivism.  More empirical investigation of risk factors in justice-involved 
women should yield more informed decision-making at sentencing and release, more 
accurate appraisal of future risk, and more effective rehabilitative interventions. 
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Table 1 
Characteristics of Participants in Entire Sample 
 M SD 
Age 35.75 8.13 
Adult Arrests 11.45             10.80 
Adult Convictions  7.06 6.24 
Previous Probation Violations  1.23 1.30 
Previous Parole Violations    .52   .84 
PAI Scores   
        Anxiety 52.41 10.87 
        Depression 51.92 10.58 
        Borderline 58.55 11.44 
        Alcohol 53.38 14.55 
        Drug 74.04 18.94 
LSI-R Overall Score 29.75 6.65 
Number of Types of Victimization 1.18 1.04 
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Table 2  
Characteristics of Participants in DOC and HB Groups 
 
 DOC HB 
 M SD M SD 
Age 35.88 8.34 35.56 7.77 
Adult Arrests** 13.20 11.95 8.33 7.49 
Adult Convictions** 7.96 6.79 5.46 4.73 
Previous Probation Violations 1.28 1.31 1.15 1.29 
Previous Parole Violations .45 .90 .64 .70 
PAI Scores     
     Anxiety  51.87 11.17 53.38 10.30 
     Depression 51.47 10.96 52.71 9.86 
     Borderline* 57.29 11.51 60.82 11.01 
     Alcohol**  51.02 12.73 57.57 16.58 
     Drug** 68.73 18.40 83.49 16.06 
LSI-R Overall Score 29.69 7.13 29.85 5.74 
Number of Types of 
Victimization* 
1.07 1.02 1.37 1.07 
*Significant difference between groups; the difference was not significant after 
Bonferroni correction adjusted alpha to .0025 
**Significant difference between groups; the difference remained significant after 
Bonferroni correction. 
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Table 3  
Race/Ethnicity of Participants 
 
Entire Sample 
N = 292 
DOC 
N = 187 
HB 
N = 105 
 N % N % N % 
African American 162 55.5 110 58.8 52 49.5 
Caucasian 94 32.2 53 28.3 41 39 
Hispanic 33 11.3 22 11.8 11 10.5 
Native American  2  0.7 2 1.1 0 0 
Other 1 0.3 0 0 1 1.0 
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Table 4  
LSI-R Alcohol/Drug Risk Categories Across Groups  
 Entire Sample DOC HB 
 N % N % N % 
Very Low 53 18.2 46 24.6 7 6.7 
Low 7 2.4 7 3.7 0 0 
Medium 41 14.0 27 14.4 14 13.3 
High 152 52.1 79 42.2 73 69.5 
Very High 38 13.0 27 14.4 11 10.5 
Missing  1 0.3 1 .5 0 0 
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Table 5  
Participants Rearrested within Two Years After Release into the Community 
 Entire Sample DOC HB 
 N % N % N % 
Re-arrested 76 26.0 45 24.1 31 29.5 
Not re-arrested 216 74.0 142 75.9 74 70.5 
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Table 6 
History of Victimization  
 Entire Sample DOC HB 
 N % N % N % 
Domestic Abuse 137 46.9 86 46.2 51 49.5 
Sexual Abuse* 109 37.3 60 32.1 49 47.6 
Family Violence* 94 32.3 53 28.3 41 39.0 
*Significant difference between DOC and HB groups, but difference was not significant 
after Bonferroni correction adjusting alpha to .0025. 
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Table 7 
Psychotropic Medications and History of Psychiatric Hospitalizations  
 Entire Sample DOC HB 
 N % N % N % 
Current Psychotropic Medications 77 26.4 49 26.2 28 26.7 
History of Psychiatric 
Hospitalization(s) 
65   22.3 38 20.3 27 26.2 
History of Suicide Attempt(s) 58 19.9 35 18.7 23 21.9 
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Table 8  
Relationship between Number of Types of Victimization and PAI Scores Across Groups  
 Entire Sample DOC HB 
 Sig r p Sig r p Sig R p 
Depression Y .219 <.001 Y .226 .002 N .191 .053 
Anxiety Y .157 .007 N .128 .007 N .189 .055 
Borderline Y .252 <.001 Y .252 <.001 Y .227 .022 
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Table 9 
Relationship between Number of Types of Victimization Experienced and Mental 
Health Variables  
 
 Entire Sample DOC HB 
 Sig r p Sig r p Sig R p 
Psychiatric 
Medications 
Y .185 .002 Y .199 .006 N .167 .091 
Hospitalizations Y .257 <.001 Y .306 <.001 N .162 .106 
Suicide 
Attempts 
Y .288 <.001 Y .305 <.001 Y .253 .010 
 
 
75 
 
 
 
 
Table 10  
Relationship between Number of Types of Victimization and Substance Abuse 
Variables  
 Entire Sample DOC HB 
 Sig r p Sig r p Sig R p 
Alcohol Y .141 .017 N .136 .063 N .087 .381 
Drug Y .17 .004 Y .157 .032 N .070 .484 
Alc/Drg Y .147 .012 Y .183 .013 N .046 .647 
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Table 11  
 
Relationships between Predictor Variables in the Logistic Regression Equation 
Expressed in R values 
 1 2 3 4 5 6 
1. Borderline --      
2. Depression .695** --     
3. Anxiety .700** .775** --    
4. Number of types of 
victimization 
.252** .219** .157* --   
5. Alc/Drug .250** .188** .210** .147* --  
6. Psychiatric 
medications 
  .083 .159** .152** .185** .235** -- 
*Significantly correlated, p < .05 
**Significantly correlated, p <. 01 
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